The prevalence of unmet health and mental health needs among youth has spurred the growing consensus to develop strategies that integrate services to promote overall well-being. This pilot study reports on the feasibility and outcomes of a theory-driven, family-focused, integrated healthmental health promotion program for underserved adolescents receiving school mental health services. Parent and adolescent assessments conducted prior to and following the brief, 6-session promotion program showed significant improvements in family support, youth self-efficacy, health behaviors, and mental health outcomes. Clinician reports contributed to a characterization of the feasibility, acceptability, and future recommendations for the integrated program.
problems. 1, 3, 4 Obesity is even more prevalent among those with mental health difficulties with rates as high as 83%. 5, 6 Because adolescents with mental health problems are at greater risk for becoming overweight and for the persistence of obesity into adulthood, 7, 8 they experience an intensification of the social and health-related difficulties they face. 1, 7 For example, mental health problems often lead to social isolation, a sedentary lifestyle, and physical inactivity, increasing the risk for obesity and associated chronic conditions such as mood instability, low self-esteem, and poor quality of life. 9,10 Therefore, it is not a surprise that there is a growing consensus to address the multifaceted nature of youth's health needs, that is, to simultaneously promote both their physical and mental health. 11 While there is a call to integrate health approaches, there is still an alarming gap between need and effective services for youth with emotional, behavioral, and 20 FAMILY & COMMUNITY HEALTH/JANUARY-MARCH 2014 physical health problems. [12] [13] [14] As such, there is a national movement toward integrating mental health promotion, prevention, and treatment for youth "where they are," in schools. 15, 16 Schools are uniquely positioned to provide health and mental health services to youth and their families. 17, 18 Strengthening the capacities of schools to provide highquality, on-site mental health services and subsequently support students' needs is a critical ongoing effort. 19 Furthermore, federal agencies call for the expansion of services for youth in schools with explicit recommendations for integrated health-mental health programming. 20 This study presents the promising findings of a theory-driven, integrated health-mental health promotion program delivered to youth and families receiving school mental health (SMH) services, developed to help reduce the gap between need and treatment for reducing the nation's obesity epidemic, while promoting health lifestyles choices for youth and families who are not yet overweight or obese.
The theoretical framework for the integrated health-mental health promotion program integrates elements from Social Cognitive Theory, [12] [13] [14] Self Determination Theory, 15, 21 and Family Systems Theory, 16 which posit addressing adolescent selfregulation and self-efficacy (self-confidence) for health and mental health. Difficulties with self-regulation, including low selfefficacy, in adolescence are associated with a number of poor health outcomes including obesity-related health behaviors [18] [19] [20] and depression. 22 Adolescence is a developmental period characterized by heightened vulnerability to emotional and behavioral problems due to poor self-regulatory skills, 17 so building self-regulatory skills during this period is important for the prevention and early intervention of poor health outcomes. Promoting self-regulation and self-efficacy in adolescents occurs through practicing specific behavioral skills, including self-monitoring, goal-setting, and self-evaluation to build selfregulatory capacity and self-efficacy for be-havior change. 23, 24 These behavioral skills for self-regulation and self-efficacy are effective for changing adolescent obesity-related health behaviors in intervention research. 20, 25, 26 Moreover, these skills are fundamental for improving self-regulation and self-efficacy for adolescent mental health; that is, they are core practice elements in evidence-based practice in adolescent mental health treatment. 27, 28 However, families are critical in supporting adolescent behavior change to promote health and mental health. As such, underscoring the importance of social context, recent reviews have noted the strong influence of family systems in health promotion programs and mental health interventions. [29] [30] [31] [32] Family environments that promote autonomy, competence (ie, self-efficacy), and connectedness support motivation for behavior change and healthy functioning. 33, 34 Indeed, the practice of specific behavioral skills in a supportive family environment is foundational for changing behavior, developing self-regulation, and achieving overall well-being. Specifically, existing research points to authoritative parenting as essential in providing a supportive family environment for promoting adolescent health and mental health. Authoritative parenting practices, such as monitoring, communication, and autonomy support (eg, shared decision making), [35] [36] [37] have been linked to fewer obesity-related health behaviors 31, 38, 39 and emotional and behavioral difficulties 40, 41, 42 because they promote selfregulation. 40, 41, 43 Some experts have argued that involving parents to engage the family system is necessary for successful weight loss and health promotion 31 as well as in mental health treatment. 44 Preliminary evidence supports this theoretical framework for addressing adolescent obesity, 45, 46 and highlighting the importance of improvement in self-efficacy and self-regulation as key for the promotion of health [47] [48] [49] [50] [51] and adolescent well-being in various psychosocial domains. 14, 52, 53 Moreover, the role of self-efficacy in mediating connections between health behavior and mental health, such as depression, has been shown Feasibility and Preliminary Outcomes 21 in recent studies addressing multiple health outcomes. [54] [55] [56] Thus, evidence suggests that essential elements for an integrated healthmental health promotion program for adolescents include a family-focused approach that supports adolescent skill-building for selfregulation and self-efficacy to change obesityrelated health behavior and improve mental health.
The purpose of this study was to examine the feasibility, acceptability, and effectiveness of an integrated, theory-based obesity and mental health promotion program in the contexts of SMH services. The program focused on positive parenting practices and behavioral skills training for weight loss in youth with mental health issues who were already referred to receive treatment through SMH services. Specifically, this program emphasized communication, shared decision making, and problem solving (autonomy support), parental monitoring coupled with parental warmth (connectedness), and social support (emotional and tangible) for behavior change techniques. These elements are essential for building youth self-regulation and self-efficacy, the established protective factors for physical and mental health problems that we assert are the underlying mechanisms of change for our integrated healthmental health promotion program. It was hypothesized that the program would result in improvements in adolescent weight change, fruit and vegetable consumption, and overall mental health functioning based on changes in family-level and interpersonal psychosocial variables, including self-efficacy for regulation and for health behavior change consistent with our theory of change.
Specifically, we hypothesized that families with more supportive parenting for health and mental health will be associated with more youth self-efficacy for behavior change and, in turn, associated with improvements in health behaviors and mental health. Given the Changing Lifestyles to Impact Mind and Body's (CLIMB's) program attention to improving family-level variables (eg, parenting for autonomy-support, parenting for communication about health) and youth-level variables (eg, monitoring, goal-setting, and regulating health behavior to build self-efficacy for change) as mechanisms to promote youth change in health and mental health, we expected improvements in these domains of functioning from pre-to postprogram assessment. Over the 6-week program, we expected that we would see the greatest impact of the CLIMB program in changing specific family communication patterns about health and improvements in adolescent health; changes in family-and adolescent-level variables for mental health were expected to take longer to change which may not be reflected during the short 6-week period. Clinicians were interviewed after the program was implemented to assess feasibility and acceptability of the program.
METHODS

Participants
Participants included 10 adolescents (and their parents) referred to receive mental health services in a rural, underserved, Southeastern region of the United States that is characterized by low income, high poverty, and few resources (most students [n = 9] received free or reduced lunch). Adolescents attended middle school (grades 6-8) and were referred to a community mental health center for a variety of emotional and behavioral difficulties, including conduct problems, depression, and attention problems. Clinicians employed by the community mental health center provided school-based services to these adolescents. On average, adolescents had been receiving SMH services for an average of 1 to 2 months before beginning the integrated promotion program. Table 1 summarizes the demographic characteristics for participants; the majority of participating parents were the biological mother of the adolescent, half were married at the time of the study, and half were African American.
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CLIMB: An integrated health-mental health program
The CLIMB program was developed from empirical support for improving diet and physical activity and mental health outcomes, integrating essential elements across overweight/obesity promotion interventions 45 and evidence-based practice for child and adolescent mental health treatment. 28 These essential components for improving diet and exercise and for improving mental health include (1) supporting not only the youth directly but also the family context to improve family-level skills and supports for youth health and mental health, (2) directly providing youth with goal-setting and skill-building capacities, and (3) promoting healthy lifestyle choices to teach youth and families the utility and importance of achieving and maintaining health, mental health, and well-being.
The program materials were provided to clinicians and allowed to be used flexibly as indicated by the needs of the clinician, youth, and family. Flexibility of the program reflects the ability for clinicians to integrate the modules into the typical treatment session and to tailor the physical health components to the individualized target health goals (eg, increase fruits and vegetables, decrease sedentary behavior, increase physical activity, decrease junk food). Program materials were developed as 6 different content areas that could be integrated into typical SMH services: (1) foundations of behavior change (health and mental health interrelatedness, self-monitoring), (2) framework for behavior change (goal-setting and social support, family empowerment), (3) managing multiple systems (family support, environmental barriers, and facilitators), (4) youth autonomy and support for health change (health target behaviors, communication skills), (5) specific health targets (problem-solving strategies for barriers), and (6) sustaining behavior change (maintenance and prevention relapse strategies). These 6 modules comprising CLIMB could be integrated and provided during a portion of the therapy session that clients were otherwise receiving. Therefore, clinicians not only focused on the immediate mental health needs of the adolescent and family but also incorporated the scheduled CLIMB materials, so that all youth received the full 6-module CLIMB program.
Clinicians received in-person training, weekly training support via phone, a clinician resource guide, and youth and family workbooks to provide the program materials to families/students; weekly group training calls also served as fidelity checks regarding the specific program content delivered in the previous session. Clinicians provided sessions with families, including meeting at the families' homes for at least 1 session. Materials were developed to be implemented in different session types and depending on the module clinicians were instructed to deliver the material in 1 of 3 session types: youthonly sessions at school, family sessions either at school or over the phone if families could not attend the session at school, and family sessions in the home. Session type was determined by the particular module being used. For example, one of the modules focused on environmental barriers and facilitators of change and clinicians were asked to deliver this module as a family session in the home.
Procedure
The study was reviewed and dually approved by the institutional review boards for the mental health center and sponsoring university. After completion of parental consent and youth assent, parents and adolescents completed questionnaire measures at baseline before the CLIMB program was implemented, and again after the 6 modules had been delivered in services. Interviews were conducted with clinicians to collect feedback on the feasibility and acceptability of implementing CLIMB into existing services, including barriers to implementation, areas of improvement, and perceived usefulness of skills and modules.
Measures
Adolescent height was measured using a Shorr Height Board, and weight was measured with a SECA 880 digital scale. Two measures of height and weight were collected, and the average score used in anthropometric calculations. Body mass index (BMI) percentiles and the standardized BMI (zBMI = weight (lb)/[height (in)] 2 × 703) were calculated using recent Centers for Disease Control and Prevention growth reference curves. 57 Parents and adolescents completed an assessment battery of family and youth functioning. As summarized in Table 2 , parents and adolescents reported on primary study outcomes and adolescent health and mental health outcomes, reporting fruit and vegetable consumption and overall adolescent mental health difficulties. Specific dimensions of family functioning, including parent support for psychosocial needs and for health behavior, perception of family support for health, and parent communication about health were measured. Assessments of the mechanisms specified in our theory of change were also included; these psychosocial variables included adolescent self-efficacy for emotional regulation and self-efficacy for health. After program implementation, interviews of the clinicians assessed program feasibility and acceptability.
Analytic plan
Given the small sample size and the pilot nature of this study, descriptive data analyses were conducted and contributed to only the most conservative interpretations of these data. Correlations were calculated for family support, youth self-efficacy, and youth outcomes to consider the associations across domains of support for physical and mental health, highlighting the importance of these relations after the delivery of the program. Paired sample t tests of pre-and postassessment data were calculated to assess change in family and youth variables from T1 and T2. Finally, feasibility and acceptability of the program were evaluated on the basis of clinician interviews. Clinician interviews were transcribed and coded for themes. Themes were defined as any statement or idea that was mentioned by 2 or more individuals.
RESULTS
Sample demographics and correlations
Demographic variables and correlations are shown in Tables 1 and 3 . Correlations for primary study variables indicate that parenting support for psychosocial needs and for health behaviors were positively associated at T1 (r = 0.64; P < .05) and T2 (r = 0.78; P < .05). At T1, there was a positive association between parenting support for health and communication about health (r = 0.70; P < .05). Adolescent perception of family support for health was positively associated with self-efficacy for health (r = 0.84; P < .01) and fruit and vegetable consumption (r = 0.71; P < .05). Postassessment (T2), however, supported associations between family and adolescent variables across health and mental health. Parenting support for psychosocial needs was associated with adolescent perceptions of family support for health (r = 0.79; P < .05). With regard to adolescent outcomes at T2, adolescent perception of family support for health was associated with fewer mental health difficulties (r = −0.71; P < .05). Adolescent self-efficacy for health was positively correlated with regulatory self-efficacy (r = 0.77; P < .05) and fruit and vegetable consumption (r = 0.73; P < .05). There was marginal support for fewer mental health difficulties being linked to regulatory self-efficacy (r = −0.65; P < .10) and fruit and vegetable consumption (r = −0.67; P < .10).
Physical and mental health outcomes
Preliminary outcomes of the promotion program suggest that there were positive changes in many of the family and youth processes from pre-to postassessment. As shown in Table 3 , which presents the mean and standard deviation for each variable at T1 and T2, there was a significant increase in parenting support for health (t(7) = 1.95; P <.05) and adolescent perception of family support (t(6) = 2.44; P < .05). As hypothesized, there was an increase in self-efficacy between T1 and T2 for adolescent's self-efficacy for health behavior change (t(6) = 2.01; P < .05). Moreover, when considering physical and mental health outcomes there was a significant improvement in mental health difficulties (t(7) = 1.95; P < .05) with overall symptoms decreasing over the course of the program. There was an increase in obesity-related health behaviors as adolescents reported an increase in the number of daily fruit and vegetable servings consumed (t(6) = 2.76; P < .05).
Considering the individual adolescent weight change from T1 and T2, while there was not a significant difference, notably, 3 of the 8 adolescents assessed for height and weight lost an average of 7.58 lb. The difference between T1 and T2 weight for all adolescents is shown in Figure 1 . To describe the adolescents who lost weight, 2 of them were in the "healthy weight" range and the other was considered "obese" consistent with the Centers for Disease Control and Prevention 58 recommendations for youth based on age and gender; 2 of the adolescents were male. Consistent with our hypotheses that family changes would first occur in improving communication about health, we further investigated this at T2 to characterize adolescents who lost weight. Differences in parent-child communication about health were further examined in relation with those students who lost weight and those who did not. Figure 1 displays weight difference pre to post for families who scored high in communication about health (above the mean) versus those who scored low in communication about health. None of the adolescents whose parents reported low levels of communication about health lost weight.
Qualitative results
Interviews with clinicians supported both ease of integrating the program and benefits for working with their youth and families. As summarized in Table 4 , the participating clinicians reported that the program elements were consistent with and easily integrated into their service delivery; for example-"it was great that a lot of the strategies matched up with the services that we already provide." Clinicians indicated that the focus on physical health goals made it easier to engage and talk with families; for example-"it reinforced to the families that, at least once every 6 weeks, they need to have a family session to go over their child's progress." Providing a focus on health made it easier to build a ther- apeutic relationship; for example-"overall, CLIMB enabled me to establish deeper relationships with my clients because I knew more about their overall health." Moreover, clinicians identified that the program provided tangible goals for changing adolescent behavior, making it easier for adolescents to see change in behavior resulting in improved self-efficacy. The clinicians identified areas of improvement for the delivery of the program as well. They recommended more training before the beginning of the program and more of an emphasis on the delivery of physical health materials. Specific to changes in program content, the clinicians suggested modifications to ensure age appropriateness and to reduce the materials provided. Also, regarding improvements in changes to the program, the clinicians recommended that (1) all materials should be Internet accessible, (2) additional strategies for enhancing family involvement should be included, (3) group sessions would promote peer accountability, and (4) an additional summer component would support adolescents when school is not in session. Overall the CLIMB program was well-received by clinicians and provided a number of advantages for service delivery, the therapeutic relationship, family involvement, and adolescent behavior change. 
DISCUSSION
Preliminary findings in this pilot study suggest the potential feasibility and promise of a brief, integrated health promotion ap-proach to address youth's multifaceted health and mental health needs. This initial pilot study showed positive changes in adolescent obesity-related health behaviors including fruit and vegetable intake, overall mental health difficulties, adolescent self-efficacy for health behaviors, and family social support. A theory-based, family-focused, integrated health promotion program to address obesity and mental health issues provided in a natural service delivery setting (eg, SMH services) to youth experiencing mental health challenges, and subsequent comorbid obesityrelated health problems, would represent a substantial advance in child and adolescent health-mental health treatment. School mental health clinicians were trained on the CLIMB program and supported through weekly calls to integrate the program materials through youth and family workbooks and resource materials. The CLIMB content incorporated health-mental health promotion, strategies for supportive parenting and social support, and behavioral techniques (goalsetting, monitoring, and self-evaluation) to build youth self-efficacy for behavior change and self-regulation as these are fundamental underlying mechanisms for health and mental health. The goal of the pilot study was to assess the overall feasibility of delivering this integrated health-mental health program in existing services, including clinician's acceptability of this program and its relevance to their provision of youth's mental health treatment. Moreover, we intended to support the potential for this program to improve family and parenting support, build youth selfefficacy, and increase youth physical health behaviors and decrease mental health difficulties.
This pilot study suggests, consistent with our aims, that the program has the potential to improve family and parenting support, youth self-efficacy, and youth physical and mental health. Specifically, over the course of the 6-session program, changes in family processes, youth self-efficacy, and physical and mental health were noted. Parents reported increases in their use of parenting strategies 28 FAMILY & COMMUNITY HEALTH/JANUARY-MARCH 2014 that support adolescents' physical health, and adolescents reported an increase in their family support for health behaviors. The CLIMB's ability to improve family support for youth's health behavior change is critically important, given that social context, and especially the role of the family context, has been implicated as critical in interventions that target prevention and control of obesity-related behaviors. 45, 46 Recent evidence, for example, indicated that family-based weight loss interventions are effective at health outcomes including daily fruit intake, physical activity, and sedentary behavior 45, 46 and, more specifically, that parent-adolescent communication influences sedentary behavior. 46 While there was no apparent support for substantially addressing authoritative parenting for psychosocial needs over the course of the program, there was a significant correlation between parenting for health and psychosocial needs at the end of the program. Similarly, while there was support for change in self-efficacy for health behaviors, there was not an increase in self-efficacy for emotional self-regulation. Yet, self-efficacy for health at the end of the program was associated with regulatory self-efficacy at post as well. The observed relationships in self-efficacy across the physical health and mental health domains are consistent with recent reviews that suggest self-efficacy as a link between physical and mental health outcomes as it might generalize across domains. 54 Demonstrating improvements in adolescents' fruit and vegetable servings consumption and mental health difficulties over the course of the program is also notable, as the goal of the integrated promotion program is to improve both physical health and mental health for youth. Simultaneously, addressing youth's complex health needs and seeing progress in multiple domains of health can help alleviate not only negative social and emotional consequences that youth with mental health difficulties often face but address their increased risk for obesity. Attending to these mental and physical health needs in a comprehensive program may yield more optimal psychosocial functioning, as experiencing mental and physical health concerns significantly increases youth's risk for social isolation, diminished occupational and financial success, and chronic physical and mental health problems. 1, 3, 4, 9, 10 Clinicians delivering the CLIMB program also supported the integration of the approach into the mental health services they were providing suggesting the utility of the approach. Moreover, clinicians identified many advantages of the program in improving facets of their service delivery, the therapeutic relationship with their clients, engagement and involvement of families in services, and even in improving their client's behavior change. However, further work is needed to better train clinicians on the delivery of physical activity and diet information. While the small sample and pilot nature of this work yields caution, and without an experimental design, no causal conclusions about the current pilot project can be made, the study does suggest feasibility, acceptability, and preliminary impact of this integrated health-mental health promotion program for adolescents in schools. The study capitalizes on the reality that while health and mental health issues in adolescents (and all people) are intertwined, most promotion programs do not match this reality. Our approach capitalizes on the significant advantage of SMH staff, who are perhaps the only staff in schools with dedicated time and opportunities to interact intensively with students and families, to integrate health promotion into mental health services. 59 
